Some oral hygiene practices recommended for children include twice brushing with the appropriate dentifrice including fluoride containing pastes or gels. Chewing stick and sponge used by some rural homes also contain anti-bacteria substances which reduce activities of the bacteria in the mouth [23, 24] .). Some children also use mouth rinses to reduce their risk of caries while most rural folks also use chewing stick or sponge. Caries remains the commonest oral challenges in children only second to gum diseases [25] . Oral hygiene is assessed by exploring the tooth surfaces for plaque and calculus. Just few studies on the oral hygiene and caries have been reported in Ghanaian school children. These studies indicated high levels of accumulation of plaque in school children (19) . Private and public school were targeted to see if their socioeconomic background could influence the oral hygiene status of the two groups. Children who attend private schools where fees are higher, mostly come from higher socio-economic class.
A cross-section of 1,040 school children aged 9-15 years were recruited for the study. There were 547 children from 8 randomly selected private schools and 493 of them from 5 randomly selected public schools in Accra. In each school two streams of classes were randomly selected by ballot and all children from primary classes 4 to Junior high School (JHS3) were screened. Dietary and snacking practices as well as oral hygiene practices were assessed using questionnaire. The dietary and snacking questionnaire was adapted from the ENDORSE Study questionnaire which examined the dietary and snacking behaviours of school children (29) . The oral hygiene habit assessment was done by using an assessment form used by the University of Ghana Dental School for school oral health outreach programs. Oral examination was done by two calibrated dental surgeons. The calibration of the two examiners was by screening 10 children for caries from a school not included in the study sample and the results were compared. The oral examination required the use of mouth mirrors and dental explorers for probing all the tooth surfaces to identify caries and it was done under sun light. Decay, Missing and Filled teeth (DMFT) score was used to determine caries prevalence while Plaque and Calculus indices as well as Silness and LÖe Plaque Index was used to measure overall oral hygiene status. The index ranges from 0, no plaque to 3, abundant accumulation of plaque at the gingival margin. DMFT score indicate the extent of the dental caries and a value of 0 implied caries-free status. Chi-squared test was used to compare the prevalence between the public and private schools but T-test assuming unequal variance was used to compare the means of DMFT score and Plaque index between public and private schools. Spearman's rank correlation was used to correlate age, DMFT score a highly skewed data and Silness and Loe plaque score. Significant level was set at α =0.05. Analysis was done using SPSS version 20.
This study therefore seeks to determine and compare the oral hygiene practices and oral hygiene status in relation to caries prevalence among private and public school children 9-15 year in Accra, Ghana. It also examined the association of the caries with snacking behaviour.
Objectives
Mean age for private schools was 11.49 ±1.67 and for the public schools was 13.59 ±1.43. In the public school, males were 230 (46.7%) and female 263 (53.3%) but for the private school males form 235 (43%) and females 312 (57%).
Material and Methods
Demographic characteristics and carries experience of the school children Overall caries prevalence among the public and privates schools were 15.1% and 19.9%, respectively. Overall plaque score was positively and significantly correlated with age of the children in the private school, R=0.120, p=0.005 but was inversely correlated with the DMFT score, R= -0.063, p=0.133. DMFT score showed inverse relationship with age, R=0-0.31, p=0.485. But in the public school no significant correlation was shown between Age, DMFT score and the Sinless and LÖe Index. The correlation values for Age and Silness and LÖe plaque index; R=-0.031, p=0.585, Age and DMFT score, R=-0.017, p=0.701 and for Silness and LÖe plaque index and DMFT score was R=0.036, p=0.511.
Oral hygiene habits reported by the school children included morning and night brushing with nearly all of them 96.6% indicating brushing in the morning. Less than half of the children brush at night, but significantly more of the private school children indicated brushing at night than the public school children, (Table 1) . Significantly more of the private students brush twice a day than the public school children. The cleaning materials used by school children in private and public school were similar. Knowledge of floss was more common among the private school children than the public school children but relatively more of the public school children who knew about dental floss used it. The use of tooth pick was common among the school children. Significantly greater proportions of private school children have attended a dental clinic at least for some oral health care than the public school children. (Table 1 Table 2 shows the snacking habits of the school children. Snacking was common among the children and it occurs more frequently at school than at home. Fruit drinks, sweets, biscuits and cakes were significantly more commonly consumed among the private school than the public school children. Soft drinks were more easily available and accessible at home to the private school than the public school children. The way children feel when they drink soft drinks and the response of their parents when seen drinking soft drink did not differ for the children in either private or public schools. Frequency of daily snacking and the intake of soft drink in particular was significantly higher among the private school children than the public school children.
Snacking habits in the school children Oral hygiene status is an indication of the cleanliness of the mouth. Comparison of the oral hygiene status between the private and public school children showed a significant poorer overall oral hygiene status in the private schools than in the public school children as shown in Table 3 below.
Oral hygiene status of the school children The oral hygiene status indicators showed significant higher scores in the private school than in the public school. Abundant plaque at the gingival margin showed worse condition among the private school than the public school. Subgingival calculus was more prevalent in the public school than in the private school children. The overall Silness and LÖe index shows that oral hygiene status was not very bad since the mean score was less than 1.5. This indicates that there were only mild to moderate accumulation of plaque film on the tooth surfaces which can easily be removed by effective tooth brushing. The low accumulation of the plaque and calculus also had little impact on the gum as heavy unilateral subgingival calculus was only 5.2%. This led to just 1.6% of marked reddening and swollen gum in the children.
P-value Overall N=1040
n(%) 
Caries prevalence in the school children
The caries prevalence as shown in Table 4 , gave higher values in public school than in the private school children but was not significant. Only the mean DMFT score was significantly higher among the public school than the private school children. Even though the prevalence among the 12 year olds in the public school was about twice the values in the private schools the difference was not significant, p=0.0961. Caries prevalence was higher in the females than the males in both private and public schools though not significant.
Components of DMFT score
The major component of the DMFT score was decay teeth which was about 80% of all the DMFT scores. Less than 5% of the score was due to filled teeth and less than 20% due to missing teeth. Figure 2 below shows the caries prevalence by age. Caries prevalence was 28% in the 10 year olds compared to 18% in the 14 year olds for the public school children and then 23.8% in the 10 year olds and 5.2% in the 15 year olds for the private school children suggesting lower rates as age increases. The overall caries prevalence was higher in the public school than the private school but not significant. The highest prevalence was observed in the 10 year olds.
Caries prevalence by age of school children Table 5 shows the results of comparison of history of certain oral conditions as reported by the children. Children in the private school are significantly more likely to have experienced the oral conditions. Just about 30% of all the children have ever visited the dental clinic for any oral health care. Almost all of those who attended reported with some oral health problem.
The study investigated the oral hygiene habits and assessed oral hygiene status of the school children in relation to caries prevalence in both private and public basic schools. Similar oral hygiene habits and oral hygiene status were observed between the two school categories. Though caries prevalence was higher among the public school (19.9%) than the private school children (15.1%) this was not significant.
The oral hygiene status of the children showed that on average the children had mild to moderate accumulation of oral plaque which could be easily removed by regular effective tooth brushing. Less than 5% of the children had subgingival calculus, often due to prolonged poor oral hygiene. These results may account for the adequate oral hygiene status observed in the children.
Snacking habits is the second most important factor in checking caries risk. This is only significant if accompanied by poor oral hygiene status [26] . The cariogenic snacks which included, fruit drinks, soft drinks, sweets and biscuits were consumed by significantly higher proportion of private than the public school children. This was expected because affordability may have favoured the private than the public school children. The adequate oral hygiene status observed among the children will render the snacking effect on dental caries less significant.
Good oral hygiene practice is the most important factor that determines the overall oral health of the individual. It reduces the accumulation of plaque within which oral bacterial survive to produce acid that increase the risk of caries. Acquiring good oral hygiene habit early in life by the child does enhance good practices later in life [25] . This study suggests that the children practiced good oral hygiene as shown by the high level of mouth cleaning with the appropriate cleaning materials such as toothbrush and fluoride containing toothpaste. In addition many of them reported morning but fewer night brushing. Knowledge and use of dental floss was, however, limited among the children. Toothpick use was common and was similar in the private and the public school children. Wrong tooth pick use may damage the gum though it helps to remove food debris in the mouth reducing supply of substrates to the oral bacteria.
Plaque accumulation was worse in the private school than in the public school children. But Subgingival calculus was significantly higher in the public school than in the private school. Subgingival calculus gives an indication of prolong accumulation of plaques which becomes calcified.
The overall oral hygiene status as indicated by Silness and LÖe Plaque Index proved significantly higher in the private school than the public school children. This may be due to the abundant plaque at the gingival margin among the private school children. Poorer oral hygiene is expected to influence the overall caries prevalence but this was not observed in this study. Possible reason is that though the oral hygiene level was higher in one group than the other the overall status was not that poor to exert any significant effect on the caries prevalence.
Reported history of certain oral conditions in the school children 
Discussion
The overall caries prevalence in the study population was higher among the public than the private school but was not significant. These values 15.1% for the private school and 19.9% for the public school children were far lower than prevalence reported among similar school population in other countries; Mexico was 48.6% [27] and in Nigeria it was 35.5% [28] Severity of the caries as indicated by the DMFT score showed significant higher scores in the public than the private school children. This was also reflected in the higher prevalence of caries in the public school children. Decay component of the DMFT score was about 80%, and fillings was less than 5% while missing teeth was about 15%. This is indicative of low access and utilization of oral health care services as was also shown by dental clinic attendance below 30%. Access to dental services would have enabled those cavities to be at least filled in the children.
The study also showed very little correlation between the overall oral hygiene status and caries prevalence but showed significant positive correlations between overall oral hygiene status and age of the children in the private school children but not in the public school. Though caries prevalence was higher among the females than the males in both categories of schools it was not significant. Thus there was no significant sex disparity in the prevalence of caries.
The reported history of oral condition in the children showed that private school children had the propensity to experience oral conditions than the public school children.
Conclusion
Oral hygiene practices and consequent oral hygiene status was comparable in the public and private school children studied. There was slightly higher but non-significant caries prevalence in the public school than in private school though snacking was significantly higher among the private school children. Both age and sex did not have any significant impact on caries in the school children.
